AGED 55, warehouseman, came under my care at St. Peter's Hospital in August, 1909. Nine months previously he began to suffer from pain across the back, and three months later blood appeared once in his urine. After an interval of two months the ha3maturia recurred, and continued until I saw him. The quantity of blood in the urine varied. AZ times the whole of the urine was a" dark coffee colour, and irregular clots were passed; at other times the urine was clear at the commencement of the act and finished with a few drops of pure blood. Since the ha3maturia first appeared there had been increased frequency of micturition to two hours during the day and twice at night. There had been difficulty in micturition on one or two occasions from the impaction of a clot in the urethra. He had not lost weight. On examination he was a fairly developed and well-preserved man. The abdominal wall was thick; the kidneys were not palpable or tender; there was no enlargement of the groin glands. From the rectum the prostate was normal in size, consistency, and mobility; no enlarged glands could be felt in the pelvis.
the outer margin of the left ureteric orifice almost to the apex of the bladder. The lowest part of the tumour was close to the outer margin of the left ureteric orifice, and the mucous meinbrane on each side of the orifice was folded and dragged upon by the growth. The growth at this part was covered with innumerable, small, round bosses of yellowpink colour, with smnooth, light-reflecting surface and semi-transparent appearance, between which fine vessels could be distinguished. The appearance of this part of the growth was not unlike a "white " raspberry. The more distant part of the growth towards the upper part of the bladder was nodular and opaque, with a smooth, toughlooking, dull-red appearance. The growth overlapped its base of attachment, and the mucous membrane of the bladder, right up to the line at which it became hidden under the rounded mass, was healthy and showed no sign of infiltration. The base of attachment seemed to be a broad track leading from the left ureteric orifice outwards, upwards and forwards, reaching almost to the middle line about midway between the internal meatus and the apex of the bladder. The remaining area of the vesical mucous membrane was healthy. The efflux from both ureters was full, regular, and clear.
I performed the following operation on Septernber 8, 1909: The bladder was distended with fluid, and exposed by a vertical suprapubic incision 3 in. in length. The left rectus was cut across for about half its breadth 2 in. above the pubes, and the peritoneum was stripped from the left side of the bladder. The bladder was now-opened by a vertical incision in the middle line and a suture passed through each lip of the wound. The catheter was retained in the urethra, and acted during the operation as a guide, and at the end of the -~~~~ĩ, - operation as a means of flushing the bladder with hot lotion. The patient was now placed in the Trendelenburg position. With the help of my bladder-retractors a good view of the interior of the bladder was obtained. One broad retractor was placed on the side opposite to the growth, and a narrow one on the same side as and in front of the growth. A roll of gauze was tucked into the posttrigonal space. The upper end of the growth extended to within an inch of the cystotomy wound. A catgut suture was introduced through the thickness of the bladder wall above the growth, and served to steady it during the earlier part of the incision. With blunt-pointed curved scissors the bladder wall was cut through transversely above the growth, and from this the incision was continued downwards, skirting the posterior aspect of the growth and leaving a margin of about 1 in. of mucous membrane and muscle attached to the growth. Oozing from the mucous membrane was controlled by pressure, and an occasional. spouting vessel was picked up with forceps. As the dissection proceeded, traction sutures of catgut were introduced through the thickness of the bladder wall at its cut edge, at intervals of about ' in. These traction sutures served to steady the bladder wall, and bring it into view for further dissection. When the dissection had reached the base of the bladder the growth was pulled backwards, and the incision carried down the anterior aspect in the same manner, and traction sutures were placed in the bladder wall at similar intervals. The growth could now be raised, and a nodule the size of a marble was felt attached to the under surface of the mass outside the bladder wall and surrounded by perivesical fat. This was raised, with the rest of the mass, by blunt dissection. Thick strands of tissue passing into the mass were isolated with the finger and cut across with scissors. At this period there was profuse venous haemorrhage from the veins of the left branch of the prostatic plexus. This was controlled by packing a roll of gauze down behind the mass outside the bladder. The mass was now raised, and the incision carried round its lower end, passing on to the trigone, and including the ureteric orifice. The whole mass was then removed and the gauze packing behind it taken out. The bridge of bladder wall, between the upper end of the gap left by the removal of the growth and the vertical cystotomy wound, had been much narrowed during the manipulation, and was now cut across. The bladder was thus split fromn the trigone to the cystotomy wound in the median line. The muco-muscular wall shrank away from the gap so that an area some inches in breadth was opened up, and into this the peritoneum bulged. The roll of gauze in the posttrigonal area was removed, and the edges of the retracted bladder wall were raised by means of the traction sutures. The upper tractionsuture of one side was now threaded in a fully-curved needle and passed through the whole thickness of the bladder wall at the opposite edge of the wound and tied. This was drawn upon, and the next traction suture treated in the same manner, so that the gap was closed from above downwards, and the deeper part of the wound gradually raised so that the stitches could be more easily inserted. At the basal end of the gap additional stitches were required and were introduced by means of a fully-curved needle, transversely set on a metal handle, which could be bent to any angle. At this time a search was made for the ureter, which had been cut across. The cut end could not be found, and the lower inch of the bladder wound was left open so that the urine from the ureter might escape into the bladder. The catgut sutures were now cut short and the retractors removed.
The cystotomy wound was closed by a row of catgut sutures, passing through the whole thickness of the bladder wall. A large rubber drainage-tube, 1 in. in diameter, was placed in the lower end of the bladder wound. The left rectus was repaired by a number of thick catgut sutures, and the two recti then brought together above the tube by means of two catgut sutures. A small calibre drainage-tube was placed between the large bladder-tube and the pubes to drain the prevesical space; the skin was closed with silkworm-gut sutures. The patient was now lowered into the horizontal position and a pint of hot boracic solution passed through the catheter. This flowed unstained through the bladder drainage-tube; the catheter was then removed. The patient was placed on his right side and kept in this position for several days. The tubes were removed on the fourth day and recovery was uninterrupted.
In this case I did not use any form of apparatus for removing the urine from the bladder by suction, or syphonage, or draining the urine away by overflow.
The specimnen shows a large mass of growth, the lower end of which is covered with small round bosses and the upper and larger part nodular and smooth. This is set in a plaque of mucous membrane and bladder muscle, leaving a clear margin of about I in. round the tumour. The rounded mass of growth is rolled over this surrounding mucous membrane. Beneath the plaque of bladder muscle is a large nodule surrounded by fat. Microscopically, the growth was a carcinoma. The bladder was examined with the cystoscope eight weeks after the operation (November, 1909 ). On the left side of the bladder, a little above and behind the position usually occupied by the left ureteric orifice, there was a large oval opening which would admit the point of the forefinger. The long axis was vertical, and the opening led into a gradually narrowing funnel. From this urine was discharged. This was the new opening of the left ureter. From the upper part of this a slight depression passed upwards and to the left, and indicated the position of the bladder wound ( fig. 2 ). I shall only refer to three points in the technique of this operation, and say a word in regard to the choice of operation. One of the most inmportant points in carrying out such an operation is the proper exposure of the growth. The bladder is a deeply placed, collapsible organ, and the growths have a free blood-supply. Inmperfect exposure under these conditions means a confused and incomiiplete operation. The usual vertical mnedian suprapubic incision suffices for mliost operations on the bladder. I have only used a transverse incision in cases in which a previous operation had left much scar-tissue, or when the patient wAas unusually stout; 3 in. is a sufficient length in all but stout patients. It m--ay be said that the degree of exposure does not increase with the length of the incision. There is no harmn in a longer incision if it be properly closed afterwards, but it is unnecessary, and only exposes the peritoneum-i-covered bowel, not the bladder. Much room maay be gained by cutting the rectus miiuscle transversely for half its breadth about 2 in. above the pubes. I usually do this on the side on which the bladder growth is set.
The Trendelenburg position is an indispensable factor in the exposure of bladder growths; without it no resection of the lateral or posterior walls need be attempted. Even with the patient in the inverted position, the bowel nmay give trouble by pushing up the posterior wall. This may be dimiiinished by careful preparation of the bowel before the operation, and by avoiding ether as an anesthetic. I find it of much assistance to tuck a roll of gauze into the post-trigonal area, and this serves also to soak up blood. It imay be renewed several times during the operation. Good retractors are necessary; those which I designed for bladder retraction push the lateral wall of the bladder outwards, and at the same time pull upon the abdominal wound. This is attained by a combination of traction and tilting, and while the retracting blade is specially shaped to fit the abdominal wall and bladder, the special action is obtained by an almost vertical handle with a recurved end which is grooved on the under surface. The handle is grasped and held vertically, and the thumb is pushed up into the recurved portion and provides the tilting action. A broad retractor is placed on the side opposite to the growth and a narrow one on the same side. A good head light is necessary.
The second point is that the ureter was cut across at the operation, and the lower part of the bladder wound left open to allow the urine to drain into the bladder. This is not, of course, the ideal method, but here it has given a good result. In such cases it is better either to perform a preliminary operation for transplantation of the ureter to another part of the bladder, or to place a catheter in the ureter at the time of the operation and pass a silk thread through its wall when it is cut across and suture it in the bladder wound.
The third point to which I wish to draw attention is the method of suturing the bladder. I place traction sutures in the cut edge of the bladder while the resection is in progress. These form an invaluable guide to the further section of the wall, and raise the bladder wall considerably. They are especially useful, after the growth has been removed, as a means of identifying the cut edge of the bladder, a less easy matter than might be imagined. I use them as sutures by threading them on a curved needle, and much time is thus saved. I make no attempt to avoid the mucous membrane in suturing, but deliberately include it in each stitch and knot the stitch inside the bladder. Experience has taught me that catgut sutures will be absorbed or cut out by the end of a week or ten days, and as I drain all my cases of resection the stitches have all disappeared before the bladder has closed. Concretions are quickly formed on silk and I never use it in the bladder. I close the resection wound from above downwards, bringing the next suture into view by dragging gently on that first tied. Lastly, a word may be added as to the choice of operation in cancer of the bladder. The choice lies between resection of the bladder wall and cystectomy. I shall state my position in the matter by saying that resection of the bladder should be performed wherever possible, and cystectomy reserved for cases in which resection is impossible from the position and extent of the growths. From this statement are of course excluded all cases in which there is infection of the lymphatic glands of the pelvis or abdomen, or metastatic deposit elsewhere, or in which the patient is unfit for operation from feebleness or some other reason. The question then resolves itself into what cases are unsuitable for resection. These are cases in which the growth affects the base of the bladder, so as to involve both ureters or the urethra, or has spread to. the prostate, and also cases in which the area of bladder affected is so extensive that no hope can be entertained of constructing a bladder out of the remnant. I believe that the number of cases of resection of the bladder wall will increase, and that cystectomy will become an even rarer operation than it now is. The necessity for early and accurate diagnosis of diseases of the bladder by means of cystoscopy must become more and more fully recognized by the profession. When this has come to pass, resection of the bladder wall will suffice to remove the whole growth without the danger of recurrence.
Excavating Rodent Ulcer of the Face under Treatment by Radium.
By CHARTERS J. SYMONDS, M. S. MALE, aged 65, was admitted into Guy's Hospital on October 4, 1909. The right cheek was destroyed by a deep ulcer, the floor of which was formed by the posterior wall of the antrum. The skin around the ulcer was raised for some distance, as in rodent ulcer. The infiltration was extrinsic, somewhat elastic, and reached in places nearly 1 in. in breadth. The lower eyelid was swollen, but not markedly infiltrated. The bone was covered by granulations and bled easily. The nasal cavity was fully exposed, and, either by operation or disease, the turbinal bodies on the right side had been removed. Looking into the mouth, there was a gap between the cheek and the palate, communicating with the cavity above. The nmucous membrane of the hard palate was cleancut, and not infiltrated. There were no enlarged glands. A piece of the margin was removed for microscopical examination, and showed the typical characters of rodent ulcer.
